TRANSACTIONS 

OF THE 

NEW YORK SURGICAL SOCIETY. 


(Staled Meeting, February 26, 1908.) 

The President, Dr. Joseph A. Blake, in the Chair. 


TRAUMATIC EPIDURAL AND INTRACEREBRAL 
HEMORRHAGE. 

Dr. Bern B. Gallaudet presented a young man who was 
admitted to Bellevue Hospital, November 27, 1907, with the his¬ 
tory of having received a blow on the left side of the head 
the day before. He was not continuously unconscious, but almost 
immediately became aphasic. O11 admission to the hospital, about 
fourteen hours after having received his injury, lie was aphasic 
and showed right-sided paralysis of the arm and face. An opera¬ 
tion revealed a stellate fracture of the skull, with extra- and 
subdural hemorrhage, as well as hemorrhage into the brain cortex 
over the area indicated by the symptoms. The patient left the 
hospital a month after the operation, showing satisfactory im¬ 
provement. There was still some facial paralysis, but he was 
now able to move the arm. His aphasia had also gradually dis¬ 
appeared, although he still hesitated in his speech. 

OSTEOPLASTIC CLOSURE OF SKULL DEFECT. 

Dr. Clarence A. McWilliams presented a woman, 26 
years of age, upon whom he had performed an osteoplastic opera¬ 
tion for the covering of a skull-defect following a compound 
depressed fracture of the vault of the cranium, complicated by 
laceration and abscess of the brain. The patient was brought to 
the Presbyterian Hospital by the ambulance on May 6, 1907, 
and was admitted to the service of Dr. McCosh, to whom Dr. 
McWilliams was indebted for the privilege of operating upon the 
case. She had been struck by a trolley-car, and when found was 
unconscious, pulseless and bleeding from the nose and from a 
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compound comminuted depressed fracture of the left frontal 
region of the skull. From this large wound, cerebral tissue was 
oozing freely. The anterior extremity of the scalp wound was 
situated at the beginning of the hair-line in the left frontal region, 
and ran backwards about four inches, and from it several frag¬ 
ments of bone protruded. The patient was in coma; the pupils 
were equal and reacted to light; there was no subconjunctival 
hemorrhage; a partial paralysis of the right arm and leg could 
he made out; there was bleeding from both nostrils, but none 
from the ears, and there were some ecchymotic spots under the 
skin of the left mastoid bone. The knee-jerk was absent on the 
right side, but present on the left. Babinski reflex present on 
both sides. Death was considered certain in a short time. How¬ 
ever, under energetic stimulation, the pulse became just per¬ 
ceptible in six hours. The wound was cleaned and several 
fragments of hone removed. Her condition remained so serious 
that it was 36 hours before it was deemed advisable to transfer 
her from the accident room to the hospital ward. The patient 
remained unconscious for about two weeks, during which time 
she was fed by gavage. The urine and feces were passed invol¬ 
untarily; the catheter being passed several times indicated that 
the bladder remained empty. The wound suppurated, and on 
enlarging it a collection of two ounces of pus was evacuated from 
a cavity in the cerebrum. There was a marked tendency for the 
brain to protrude, with sloughing off of fragments of it. Three 
and a half weeks later, the patient was just able to say a few 
intelligent words, but she was stupid and somnolent. The right 
arm and leg were still partially paralyzed. Urine and feces are 
still passed involuntarily. A fragment of bone, one by one and 
a half inches long, was removed from the wound, and a second 
larger fragment was felt to be movable but somewhat attached. 
The wound was granulating, and there was a granulating area 
of exposed brain tissue, i l / 2 in. wide and 4 in. long, spindle- 
shaped, with the long axis anteroposterior. Paralysis of the arm 
and leg remained the same. 

On June 30, 55 days after the accident, the patient had been 
up and about for ten days. The function in the right arm and 
leg was returning. There was no facial paralysis. The bladder 
and rectum were functionating normally. Cerebration was very 
poor, the patient seeming unable to say connected sentences. 
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although there was no motor paralysis of speech. Her memory 
was badly impaired. 

On July 9th, 64 days after the accident, she left the hospital 
to return for regular dressings for the granulating skull cavity. 
She had almost entirely recovered from the paralysis of the arm 
and leg. 

Four months later, the process of granulation of the wound 
seemed almost at a standstill. The epidermis had crept in at the 
edges, so that the bones were covered over and the skin was 
attached to the cerebrum. At the bottom of the cavity was the 
pulsating cerebrum which was covered by granulating tissue, 
and which, by reason of its loss of tissue, was depressed about 
one half inch from the internal surface of the bones. She was re¬ 
admitted on November 4, 1907, to have the defect closed. This 
was deemed possible only by turning in a flap from tbc sides, 
since it was thought that if any foreign substance was placed in 
tbc wound, it would have to be removed later because of tbc 
granulating surface of the cerebrum. It seemed certain that the 
dura over the cerebral wound had sloughed away. The operation 
was conducted as follows: A piece of rubber tissue was placed 
over the defect, and a pattern cut out of it of the cavity, but one 
half inch larger than the same all around. This pattern was then 
laid on the skin to the right of the edge of the cavity, and an 
incision was made along the edge of the rubber tissue down to 
the bone through the periosteum, but leaving a pedicle of about 
an inch posteriorly. A chisel was then inserted along the incision 
line, the object being to chisel out a piece of the external table 
corresponding to the flap, and to raise it attached to the peri¬ 
osteum and skin. It was found that it was impossible to raise 
the bone in one piece, but that it broke in several places. How¬ 
ever, the flap was finally turned in, so that the defect was entirely 
covered, there being on its under surface, several pieces of thin 
bone. The cicatricial edges of the defect were cut away, and 
the edges of the reflected flap were sutured to the edges of the 
skin of the defect, a small place being left posteriorly for drainage. 
The bare bone left by the removal of the flap was covered by 
some Thiersch skin grafts, taken from the thigh of the patient. 

The wound healed very kindly, and the result is shown in 
the accompanying photograph (Fig. 1). There is some sinking in 
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Showing result after operation for osteoplastic closure of skull-defect. 
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of the flap, due to the loss of cerebrum beneath. It feels quite 
firm, indicating that there is a bony foundation to the flap. 

FRACTURED SKULL, WITH EXTRADURAL HEMORRHAGE. 

Dr. Joseph A, Blake presented a female infant, three weeks 
old, colored, who was brought to Roosevelt Hospital three days 
after birth (forceps delivery) with a history of convulsions since 
that time, and a right-sided facial paralysis. The latter was com¬ 
plete, involving the entire distribution of the nerve, and probably 
peripheral, while the convulsions were apparently due to some 
injury of the brain or its membranes. During one of the con¬ 
vulsions observed at the hospital the mouth was drawn to the 
left, the right eye was tightly closed, and the right hand and 
arm were drawn up. Subsequently, she had three convulsions 
that night and several the next day, all involving the same region. 

There was a hrematoma of considerable size over the left 
temporal region, and upon exposing the skull, a curved linear 
fracture was discovered, corresponding closely in situation to the 
squamous suture. Upon elevating the bone, several small clots 
were found underneath; these were removed, and the bone flap 
replaced. The child’s general condition improved markedly after 
the operation, and she has had no definite convulsion since. There 
was at first an occasional slight twitching of the hand, but this 
disappeared after three or four days. There were still some 
evidences of her facial palsy. 

CEREBRAL INJURY DUE TO A DEPRESSED FRACTURE 
OF THE SKULL IN AN INFANT. 

Dr. George E. Brewer presented a girl nine months old, 
who was admitted to the Roosevelt Hospital on January 2, 1908. 
Six days before admission she had sustained a severe injury to 
the left side of the skull by a fall from her mother’s arms. When 
picked up the child was apparently dead, and it was some time 
before the respiratory movements were reestablished. Later it 
was noticed that the child did not move the right side of the 
body. She was kept at home under medical observation for 
six days. At the end of that time she was brought to the Roose¬ 
velt Hospital. 

On admission the temperature was 101.5 0 ; pulse 128. The 
child was apparently conscious, took and retained nourishment 
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in abundance, and was not particularly restless. The right arm 
and leg were scarcely moved at all, while the left extremities ap¬ 
peared normal. There was a conjugate deviation of the eyes to 
the right, there was slight left facial palsy, the pupils were 
apparently equal and reaction normal. Examination of the head 
revealed an oblong swelling extending transversely across the 
mid-parietal region. This swelling was moderately elastic, and 
at the upper edge the hone could he felt distinctly depressed. 
On the advice of a neurologist the case was kept under observa¬ 
tion for ten days, in the hope that the symptoms might subside 
without operation. On January nth however, the condition 
being practically the same, the child was prepared for operation 
and a curved incision made over the left parietal region including 
the swollen area of the scalp. On lifting the omega-shaped flap 
of skin and soft tissues, there appeared to he a longitudinal fissure 
extending over a distance of nearly three inches across the centre 
of the parietal hone, which was joined near its anterior extremity 
by one extending upward toward the sagittal suture. The skull 
in the region of the longitudinal fissure was markedly depressed, 
and along the line of fracture there appeared a sausage-shaped 
mass of necrotic tissue about two and a half inches in length, 
and about three quarters of an inch in diameter. This mass 
appeared to he made up of dura and cerebral cortex, which had 
evidently been caught up by the depressed fragments at the mo¬ 
ment of their greatest depression, and had been brought outside 
the skull by the spontaneous movement of the fragments towards 
their normal position. The upper fragment of bone which was 
most displaced, and which apparently caused marked cortical 
pressure was removed by hone forceps, also the depressed portion 
of the lower fragment. This exposed quite an area of the cortex, 
which was roughened and covered with a fibrinous exudate so 
that the shape of the convolutions could not be seen. The ex¬ 
ternal necrotic mass was connected with the cerebral cortex by a 
flattened pedicle, which had occupied the fissure between the 
two depressed fragments. This was entirely removed, and as 
the condition of the patient was quite critical the operation was 
hastily terminated by replacing the cutaneous flap, and fastening 
it with two or three silkworm gut sutures. While this was being 
done, the child passed into a condition of complete collapse, pulse 
imperceptible, respirations entirely suspended. She was placed 
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in an inverted position, artificial respiration was undertaken, and 
the bowel partly filled with a hot salt solution. As a result of 
these stimulating measures, the child slowly rallied. An aseptic 
dressing was applied to the wound, and the child returned to 
the ward with a pulse of 160. Following the operation there was 
a sharp rise of temperature to 102° which however soon fell to 
the normal. The convalescence was uninterrupted, and she was 
discharged from the hospital ten days from the day of her opera¬ 
tion. It is now twenty-five days since her discharge from the 
hospital. She appears in perfect health, and there is no apparent 
limitation of the movements of the arm and leg, the eyes are 
normal, and there is no evidence of facial palsy. The presence 
of a slight left-sided facial palsy, and the drawing of the eyes 
toward the right, would suggest some right-sided lesion. As it 
is quite evident that the depression of the fragments which oc- 
curcd at the time of the injury must have been very great to have 
caught up such a large mass of cerebral tissue, it is easy to 
understand how such an injury might, by forcing the cranial 
contents violently toward the right, have caused some cortical 
lesion over the right motor area. 

THE QUESTION OF OPERATION FOR NON-PENETRATING 
INTRACRANIAL TRAUMA. 

Da. John A. Hartwell read a paper with the above title, 
for which sec page 25. 

Dr Kiliani said that in 1891 he reported a case of sub¬ 
dural hamiatoma with a free interval of 21 days The man had 
received a blow on the head from which he apparently suffered no 
ill effects, hut 21 days later his right arm became paralyzed. He 
was operated on on the twenty-fourth day after the receipt of 
the injury, and a subdural hamiatoma was found in the left motor 
area. Recovery was uneventful. 

Dr. McCosii said there was one point upon which sufficient 
stress had perhaps not been laid, and that was, the danger of 
future epilepsy after comparatively slight injuries to the head, 
and in cases where the early symptoms were perhaps trifling or 
even entirely absent. He always instructed his house surgeon, 
in dealing with cases of head injury in which there was any 
hamiatoma or any focal symptoms, to lay open the scalp and care¬ 
fully examine the skull for evidence of fracture. The speaker 
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said lie had learned from experience never to give a fatal prog¬ 
nosis in a case of fracture of the skull; he considered it a very 
unwise thing to do. The case shown by Dr. McWilliams, when 
it entered the hospital, was apparently a hopeless one, and yet 
the woman had recovered. 

PRIMARY CANCER OF THE APPENDIX: NO RECURRENCE 
AFTER NINE YEARS. 

Dr. Andkkw J. McCosii presented a man, 34 years old, who 
was admitted to the Presbyterian Hospital on April 7, 1897. He 
stated that his difficulty began in the previous August, when he 
had sudden cramp-like pains in the right lower abdomen, accom¬ 
panied by vomiting. These persisted about two weeks. During 
the following month he had a similar attack, lasting three weeks. 
He then remained well until the following March, when he was 
seized with sudden tenderness and pain in the right iliac fossa, 
with abdominal distention and vomiting. He was just recover¬ 
ing from this attack on his admission to the hospital, and an 
examination showed rigidity and tenderness in the right iliac 
fossa. 

An indefinite mass was felt in the crecal region. Upon 
operation no fluid was found in the abdomen. Just to the outer 
side of the right sacro-iliac there was a semi-clastic non-pulsating 
mass three and a half inches in diameter and an inch and a half 
in depth. It involved the caecum and appendix synchronously, 
and extended apparently behind the posterior peritoneum. It 
was somewhat boggy to the touch, and an aspirating needle was 
introduced into it with negative results. It was regarded as a 
malignant tumor, involving the caecum, appendix and peritoneum. 
Its removal was deemed impossible, and the wound was closed 
with drainage. The patient made a good operative recovery 
and left the hospital in good condition. 

He was re-admitted on January 4, 1899, twenty months after 
his first operation, with the following history: For the past eight 
months he had had attacks of cramp-like pain in the region of 
the old scar. These attacks had latterly become more frequent. 
He had lost no flesh nor strength; there was no history of jaun¬ 
dice and the bowels were regular. There was a ventral hernia 
in the old appendix scar. Upon palpating through this scar there 
was felt at the usual site of the appendix a hard mass, about the 
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Spheroidal-cellcil earner of the appendix. The muscular coats are at ranged in a cir¬ 
cular ami longitudinal group, anti scatteicil inegularly between the muscle bundles are 
alveoli filled with irregular ovoid or polyhedral cells with large nuclei. In other portions 
there is a diffuse infiltration of the muscle tissue with similar cells. There are no mitoses 
visible in the cells. 



PERFORATED ULCER OF DUODENUM. 129 

size of a lien’s egg. Upon operation, which was done on January 
10, 1899, the intestines and omentum were found to be firmly 
matted together. Several large hard masses were felt in the 
posterior part of the abdomen, which proved to be enlarged 
retroperitoneal glands. The glands throughout the mesentery 
were also enlarged and hard. The appendix was separated from 
the adherent intestines with much difficulty. It was short and 
much thickened, and resembling an old chronic appendicitis. It 
was removed, and the wound closed with drainage. 

A pathological examination of the specimen (Fig. 2), made 
by Dr. John S. Thatcher, showed typical adenocancer in some 
of the sections. A subsequent pathological examination was made 
by Dr. F. C. Wood, who pronounced it a spheroidal-celled car¬ 
cinoma of the appendix vermiformis. Examination of the en¬ 
larged glands at the time of the operation showed them to be 
uninvolved by cancer. The patient now 9 years after the removal 
of his appendix enjoys perfect health, and there is no evidences 
of a recurrence. He has gained weight. There is a hernia at 
the site of the scar which gives him no annoyance. Dr. McCosh 
had operated on another case of cancer of the appendix. At the 
end of a year he was well, but since that time search for him has 
been in vain. 

Dr. Otto G. T. ICiliani said he bad seen two cases of 
primary carcinoma of the appendix. One was operated on five 
years ago; and when the speaker lost sight of him, about eight 
months ago, there were no signs of a recurrence, and the patient 
was in good health. The other was operated on about a year 
ago and was lost sight of. Both were adcnocarcinomata. 

PERFORATED ULCER OF THE DUODENUM. 

Dr. Jos. A. Blake presented a man, 43 years old, a horse- 
shoer, who was admitted to Roosevelt Hospital on December 13, 
1907. 

For one year he had had gnawing pain in, above, and to the 
right of the umbilicus, occurring in attacks which had gradually 
increased in length and severity so that for four weeks before 
admission he had given up his work. The pain was somewhat 
relieved by the ingestion of food and by vomiting. He had never 
vomited blood, but for two months the stools had been tarry. 
He had lost weight, 
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The abdomen was somewhat scaphoid, symmetrical. There 
was a sensitive point above and to the right of the umbilicus. 
No mass was made out. Gastric analysis showed hyperchlor- 
hydria. 

At operation a mass was found between the first portion of 
the duodenum and the pancreas. The pylorus was not stenosed 
but was fixed to the mass on its deep surface. The mass did not 
appear to be carcinomatous, but on account of the lack of stenosis, 
the efficacy of a simple gastro-enterostomy seemed questionable 
and a pylorectomy was decided upon. This accordingly was done, 
but with the greatest difficulty for it was found that the lesion 
was a large ulcer which had perforated the first portion of the 
duodenum into the head of the pancreas. In separating the 
structures, the entire pancreatic wall of the first portion of the 
duodenum seemed to be deficient. Closure of the duodenal 
stump was well-nigh impossible but was finally accomplished by 
turning its lateral wall over and sewing it to the pancreas. So 
much time had been occupied by the operation that a button 
anastomosis was made. After the operation, there was consid¬ 
erable hemorrhage into the stomach owing to faulty haemostasis, 
but with this exception recovery was smooth. A large drain of 
gauze and rubber dam was inserted to the duodenal stump and 
left in situ for ten days, leaving a large sinus which closed slowly. 
There was not, however, any leakage from the duodenum. He 
is now back at work without gastric symptoms and is gaining 
flesh. 

PERFORATED GASTRIC ULCER: DIFFUSE PERITONITIS: 

PERITONEAL LAVAGE: CLOSURE WITHOUT DRAINAGE. 

Dr. Jos. A. Blake presented a man, 45 years old, a publisher, 
who was admitted to the Roosevelt Hospital on February 12, 
1908. Four hours before admission he had had a severe attack 
of pain while hanging up his coat. He immediately collapsed 
and suffered agony until relieved by two hypodermics of ]/\ gr. 
each of morphine. He had suffered from indigestion for five or 
six years. 

On admission his abdomen was scaphoid and extremely rigid. 
There was diffuse tenderness most marked on the right side. 
Liver dulness was absent. 

Operation six hours after the perforation revealed an open¬ 
ing 4 millimetres in diameter situated immediately at the pylorus 
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on its anterior surface. The gastric contents were escaping. 
The peritoneum everywhere in sight was injected and appeared 
swollen. The abdomen contained considerable quantity of gum- 
mous mucoid fluid. i 

The perforation was partially closed by a purse-string suture, 
but, the suture could not be made secure until the duodenum had 
been folded over on the stomach, thus almost completely closing 
the already stenotic pylorus. The peritoneal cavity was then 
thoroughly washed out with a two-way irrigator, dirty fluid 
being returned from all parts of the abdomen. A posterior no 
loop gastro-enterostomy was then done by suture and the ab¬ 
dominal wound completely closed without drainage. Time of 
operation was fifty minutes. 

The pulse came down a few beats as a result of the operation 
and he was returned to bed in good condition. His highest 
temperature, ioi°, was reached on the third day and became 
normal on the fifth day. 

Albumin, water was given on the day after operation and 
on the third day he was given whole milk that had been coagulated 
with rennet, and the curd then beaten with an egg beater and 
pressed through cheese-cloth, there then being no possibility of 
large curds forming in the stomach. This form of milk, devised 
by J Jr - Walton Martin, has been used with great success in several 
postoperative stomach cases and is far more palatable than pep¬ 
tonized milk. 

PERFORATING GASTRIC ULCER. 

Dr. Jos. A. Blake reported this case, and showed the speci¬ 
men. The patient was a housemaid, 21 years old, who was 
admitted to the Roosevelt Hospital on December 6, 1907. For 
six months she had pain rather characteristic of gastric ulcer, 
accompanied by vomiting. The vomitus had contained food and 
mucus, but not blood. She had lost between ten and fifteen 
pounds. Five weeks before admission she had noticed a small 
lump situated in the middle line of the abdomen above the 
umbilicus. This had grown steadily in size and had become 
tender. Upon examination, a hard tender mass, the size of a 
quarter, was found at the linea alba, one and one-half inches 
above the umbilicus. It was fixed, and apparently was partly 
superficial to and partly beneath the recti muscles. 
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The stomach analysis showed an increase in free hydro¬ 
chloric acid. 

At operation, the mass was found to consist of a dense zone 
of reparative tissue thrown about a perforating gastric ulcer. 
The ulcer, one centimetre in diameter, had perforated not only 
the wall of the stomach, but the linea alba, its floor consisting of 
the new connective tissue felt beneath the skin. The ulcer thus 
formed a sort of tube two centimetres in depth, surrounded by a 
dense wall of fibrous tissue, one centimetre in thickness. There 
were no adhesions beyond this wall. The ulcer was situated in 
the anterior wall of the stomach, close to the lesser curvature, 
five centimetres from the pylorus. It was excised, the lines of 
excision crossing the lesser curvature and extending into the 
posterior surface of the stomach. After excision, the opening 
in the stomach was closed by an inner continuous suture of 
chromicized gut and a Cushing suture of silk. No further treat¬ 
ment was carried out, as the pylorus was open. Recovery has 
been uneventful and free from symptoms of ulcer. 

Dr. Hotchkiss enquired whether Dr. Blake had noticed in 
these cases of operation upon the stomach, a tendency to non¬ 
union in the abdominal wound. He had had this experience 
recently in a case of perforated gastric ulcer in a very emaciated 
man where at the end of about a week the abdominal wound had 
burst open and this apparently was more from lack of reparative 
power than infection. 

Dr. McCosii said he could recall two or three instances where 
after stomach operations on semi-moribund patients, the sutures 
failed to hold, simply pulling through the tissues, and this with¬ 
out the slightest evidence of infection of the wound. When at 
the end of io or 12 days the silk sutures were removed there 
was an almost complete lack of repair and the wound edges fell 
apart. As well as he could remember operation in these cases had 
been done for cancer. 

Dr. Blake thought the point brought up by Dr. Hotchkiss 
was a very important one. Pic had noticed this absence of 
reparative power particularly in cancer of the stomach, since 
starvation was associated with cachexia. Under such conditions, 
it was now his practice to use a non-absorbable suture material. 

Dr. Kiliani said that in his cases of cancer of the stomach 
he employed very heavy suture through and through material of 
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silk; for closing the abdominal wound he had found that other 
sutures were liable to tear out. 

TYPHOID PERFORATION OF THE ILEUM. 

Da. Walton Martin presented a woman, 42 years old, 
who was operated upon by him on November 6, 1907, at the 
Roosevelt Hospital in the service of Dr. Blake, for intestinal 
perforation. 

The patient was admitted to the medical service on November 
4th. Her statements were confused, and it was difficult to 
obtain a satisfactory history. Apparently, she had been ill for 
three or four weeks, having chills and fever and feeling pros¬ 
trated and sick, but she was able during this period to do a 
little housework. 

Three days before admission to the hospital, although feeling 
very weak, she attempted to cook dinner for her family, but while 
doing so, was seized with such severe cramp-like pains in the 
lower abdomen that she had to go to bed. Shortly afterwards 
she began to vomit and to have a diarrhoea. During the next 
day she became worse, and finally, three days after the onset 
of the severe pain, she sent for an ambulance and was brought 
to the hospital. On admission, the temperature was 100.8°; pulse 
124; respirations, 32; leucocyte count, 6200; polymorphonuclear, 
84 per cent.; lymphocyte, 16 per cent. The woman looked ill. 
Her entire abdomen was slightly distended. There was no 
rigidity. It was more tender in the upper than the lower half. 
Spleen not felt. Vagina! examination negative. 

The following day she had a chill lasting twenty minutes, 
the temperature rose to 104°; the pulse to 140. The leucocyte 
count was 7000, and polymorphonuclear 90 per cent. No 
malarial organisms were found in the blood. 

The next morning her temperature had fallen to 100°; her 
pulse was 120; slight rigidity and tenderness were now present 
over the lower abdomen. She was transferred to the surgical 
division, an immediate operation having been advised. 

Operation one hour later. Abdomen opened through a 
right intermuscular incision with an extension through the sheath 
of the rectus. The appendix showed secondary appendicitis of 
outer coats. There was gas in the pelvis. The coils of intestine 
in the lower abdomen were very heavily coated with large flakes 
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of fibrin. The pus had the characteristic odor of colon bacillus 
pus. The mesenteric glands were markedly enlarged. On pulling 
up a piece of gut from the pelvis, there was a gush of fluid 
feces, that had evidently been bound in by adhesions about a 
small perforation in the small intestine, about of an inch in 
diameter. It was punched out in appearance. The heavy flakes 
of fibrin over the intestine made it impossible to say whether 
the perforation was in a Peyer’s patch. The tubes, ovaries and 
uterus were apparently normal. The appendix was removed in 
the usual manner. The perforation in the intestine was closed by 
a silk purse-string suture, reinforced with catgut Lembert sutures. 
The abdominal cavity was carefully washed with normal salt 
solution. A double drainage-tube was introduced to the bottom 
of the pelvis, and the abdominal wall closed about the tubes. 

The temperature after operation was ioi°; pulse, 108. 
During the following night her temperature reached 105° and her 
pulse 140. A positive Widal reaction was present three days 
later, and about a week later one of her children, who had been 
living with her on a barge in the North River, was admitted to 
the hospital suffering from typhoid fever. 

The patient made a slow recovery, her convalescence being 
interrupted by residual abscesses, one on the left side, one be¬ 
tween the bladder and a coil of small intestine, and one in the 
axilla. In opening the median abscess the bladder was torn and 
although the tear was sutured, there was a leakage of urine for 
several weeks. She is now in good health and rapidly gaining 
weight. 

The patient evidently had ambulatory typhoid, with a per¬ 
foration of a coil of intestine situated in the pelvis. The opera¬ 
tion was performed five days after the onset of the severe 
abdominal pain. 

Dh. L. W. Hotchkiss said he had seen a case very similar 
to the one reported by Dr. Martin. The patient was brought 
into Bellevue Hospital with the history of an illness dating back 
for some time. Abdominal symptoms had developed a few days 
before. Upon operation, a large encapsulated pelvic abscess was 
found in connection with a perforation of the small intestine. 
There were no positive evidences of typhoid at the time, but the 
perforation was probably due to a typhoid ulcer. Resection of 
the gut was done. The case resulted fatally. 
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Dr. Blake referred to a case presented by him at a previous 
meeting in which the typhoidal perforation was of three days’ 
standing at the time of operation. In that case there was first 
a pelvic peritonitis which at the time of the operation had become 
general. 


Slated Meeting, March 11, 1908. 

The President, Dr. Joseph A. Blake, in the Chair. 


GASTRIC ULCER. 

Dr. Alexander B. Johnson presented a woman, 47 years 
old, who was operated on by him in 1899 for carcinoma of 
the left breast. The tumor was small, occupying the upper 
and outer quadrant of the breast, and there was no axillary in¬ 
volvement. Nine years had elapsed since the operation, and there 
were no signs of a recurrence up to the present time. About two 
and a half years ago the woman began to suffer from gastric dis¬ 
turbance. She did not vomit, but there was a continuous gnaw¬ 
ing pain in the epigastrium. The gastric motility was not notice¬ 
ably impaired, and there were no evidences of dilatation. An 
analysis of the stomach contents showed hyperacidity. Although 
there was no history of hxmatemesis, it was thought that she 
probably had an ulcer of the stomach. The patient had lost much 
flesh, and the pain was so severe that her sleep was disturbed. 

Upon exposing the stomach, in April, 1907, an indurated 
area was found in its wall, about midway between the pylorus 
and the cardiac end, in the region of the greater curvature. This 
area of induration was oval in shape, measuring three inches 
in one diameter and two and a half inches in the other. There 
was a notable amount of fibrinous peritonitis which had caused 
the stomach to adhere to the neighboring intestines and abdominal 
wall. Near the center of this indurated adherent area there was 
ati ulcer of the stomach, which was just about to perforate. The 
mesenteric glands were more or less enlarged. The entire in¬ 
volved area was excised, and the wound was closed. The patient 
made a good convalescence, and there had been no return of her 
acute symptoms, although the hyperacidity continued and she still 
had a certain amount of gastric dyspepsia. At the time of opera- 
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tion, the stomach was not found to be dilated, and there were no 
evidences of pyloric stenosis. 

The pathological diagnosis was chronic ulcer of the stomach. 
Around the ulcerated area, which was the size of a twenty-five 
cent silver piece, was a large area in which the mucosa and mus¬ 
cular wall of the stomach had been replaced by cicatricial tissue. 
There was no evidence of malignancy. 

GASTRO-ENTEROSTOMY. 

Dr. Alexander B, Johnson presented a man, 43 years old, 
who was admitted to the New York Hospital on December 16, 
1907, with the following history: Eighteen months ago he had 
first noticed belching of gas, bloating of the stomach, and vomit¬ 
ing of watery, sour fluid. He also complained of pain after eat¬ 
ing, and a burning sensation located under the sternum and radi¬ 
ating to the sides of chest and shoulder. This was relieved by 
vomiting. Shortly after his initial gastric symptoms he had an 
attack of severe gastric pain. He was taken to the House of 
Relief, where the diagnosis of perforated gastric ulcer was made 
and confirmed at an operation which was done by Dr. Tilton. 
Six weeks later the patient left the hospital, and remained well 
for three months, when his original symptoms returned. 

Upon his admission to the New York Hospital lie complained 
of pain in the epigastrium, with vomiting and loss of weight and 
appetite. An examination of the stomach contents after an Ewald 
test meal showed a total acidity of 87 per cent., with 38 per cent, 
of free hydrochloric acid; there were marked traces of blood and 
lactic acid; starch digestion was poor. To the right of the 
middle line, and about three inches above the umbilicus a hard 
nodular mass was felt in the region of the pylorus. The stomach 
was markedly dilated, and gastric motility was much impaired. 
The case was regarded as one of stenosis of the pylorus from 
gastric ulcer, with much scar tissue in the pylorus, or of the 
same condition with secondary carcinomatous degeneration. 
Upon opening the abdomen the stomach was found markedly 
dilated. The pylorus itself and the stomach wall near the pylorus 
were hard and appeared to be extensively infiltrated with scar 
tissue. The appearances seemed to be the result of chronic 
ulceration rather than of malignant disease. A posterior gastro¬ 
enterostomy was done by the suture method and the short jejunal 
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loop. Fine chromic gut was used for the inner row of sutures, 
and Pagenstechcr thread for the outer. Since the operation 
which was done on January 31, 1908, the patient had not vomited, 
lie was on ordinary diet, and had had no gastric discomfort. He 
had gained thirty-one pounds in weight. He had resumed his 
work. 

Dr. Benjamin T. Tilton, who had done the original opera¬ 
tion for perforated gastric ulcer in the case shown by Dr. Johnson, 
said the operation was done about six hours after the perforation 
had occurred. A small opening was found in the anterior 
stomach wall near the pylorus, and there were evidences of a 
beginning suppurative peritonitis. The operation consisted in 
simply excising the involved area and putting in a few inverting 
sutures. Subsequent to the operation, the man developed an 
attack of right lobar pneumonia, but otherwise made a good 
recovery. 

APPENDICITIS: MISPLACED APPENDIX. 

Dr. Johnson presented a boy, 12 years old, who was 
admitted to the New York Hospital on January 26, 1908. The 
history obtained was that two days before admission he was 
seized with severe abdominal pain which was referred at first 
to the umbilical region. On the day prior to admission the pain 
became general and had progressively increased in intensity. 
The patient had vomited once; the bowels had moved to catharsis. 
He had moderate fever and leucocytosis, with a relative increase 
of the polynuclear cells. 

Upon examination, the lower half of the abdomen was found 
to be quite rigid, the tenderness not being more marked on one 
side than the other. The symptoms seemed to point to the appen¬ 
dix, although the tenderness was perhaps most marked just be¬ 
low the umbilicus. The case was regarded as one of perforative 
appendicitis, with abscess formation and a probably spreading 
peritonitis. 

On making the usual abdominal incision, no cxcum nor 
ascending colon could be found, nor could the transverse colon 
be made out. The case was thereupon regarded as one of those 
rare instances of failure of rotation of the intestines during foetal 
life, and a left intermuscular abdominal incision was made. The 
small intestine was found to have a mesenteric attachment end¬ 
ing below at an unusually high point. The cxcum lay to the left 
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of the median line at the level of the body of the fourth lumbar 
vertebra. The ileum entered the caecum from right to left. 
From the caecum the colon extended upward to the cardia of the 
stomach and then downward in one or two irregular coils, with 
a very short sigmoid, into the rectum. The very long appendix 
extended downward to the bottom of the pelvis in front of the 
rectum crossing it from right to left. The tip of the appendix 
was gangrenous and perforated. It lay in an abscess of moderate 
size surrounded by an area of fibrinous peritonitis. The appen¬ 
dix was removed in the usual way. The child made a good 
convalescence from the operation but on account of the great 
depth of the abscess a small sinus, now only one inch deep 
remained. 

Dr. George E. Brewer said that about a year ago he saw a 
case very similar to the one presented by Dr. Johnson. The 
patient was admitted to the Roosevelt Hospital with symptoms of 
an acute abdominal inflammation, the whole lower abdomen be¬ 
ing more or less rigid, but the symptoms being slightly more 
marked on the right side. When the abdomen was opened 
through a Kammerer incision the speaker said lie was surprised 
to find only small intestine on the right side. Thinking this was 
due to an incomplete descent of the ca:cum, he extended his incis¬ 
ion upwards, but found nothing suggesting large intestine. Upon 
retracting the incision towards the median line he discovered 
the colon, and further investigation showed a perforated mis¬ 
placed appendix, 

Dr. Joseph A. Bi.ake said he had seen two cases like those 
described by Drs. Johnson and Brewer, and he thought the diag¬ 
nosis could best be made by carrying the exploration up to the 
duodenum. The ccecum could only be brought over to the right 
side by rotation of the gut, and when this failed to occur the 
mesentery was straight, and the caecum remained in the median 
line. With incomplete rotation we would find the caecum in close 
relation to the liver. 

STAB WOUND OF HEART; SUTURE; DOUBLE LOBAR PNEU¬ 
MONIA; EMPHYSEMA; THORACOTOMY; DRAINAGE. 

Dr. Joseph A. Blake presented a negro, 24 years old, who 
was admitted to the Roosevelt Hospital on December 13, 1907. 

While drunk, about two hours before admission, he had been 
stabbed in the chest. He at first took little notice of the injury 
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and walked a block, when he had to sit down on the curb on 
account of weakness. He was found by the ambulance surgeon 
in good condition but, on arriving at the hospital, became rapidly 
worse. 

On admission, a stab wound, 2 cm. long, was found over the 
fourth costal cartilage, a cm. within the nipple line. The wound 
was bleeding moderately, and occasionally bubbles escaped. The 
area of cardiac dulness was increased. The heart sounds were 
inaudible; the radial pulse was barely perceptible and was irregu¬ 
lar in force and rhythm. 

A diagnosis of wound of the heart was made by Dr. Dwight, 
the house surgeon, and Dr. Blake was summoned immediately, 
reaching the hospital by the time things were prepared for 
operating. 

The operation was performed under drop ether anaesthesia, 
about two and one-half hours from the reception of the injury. 
On account of the implication of the pleura, made evident by 
the bubbles escaping from the wound and the signs of fluid and 
aii in the chest, he decided to open the pleural cavity; therefore, 
a rectangular flap was cut, embracing the third, fourth and fifth 
costal cartilages, and turned over the sternum, the cartilages 
being cut at the ribs and broken at their sternal attachments. 
Ihe fourth costal cartilage was found to have been already 
divided. The pleural cavity was thus widely opened, disclosing 
a wound somewhat over a cm. long in the pericardium, from 
which blood was flowing. The pericardium was then opened 
parallel to its attachment for a distance of 6 an. It contained 
about two ounces of clotted blood. Close to the anterior coronary 
artery there was a wound in the right ventricle, one cm. long, 
from which a small fountain of dark blood played for a distance 
of 10 or 12 cm. at each systole. The hemorrhage was easily 
controlled by gentle pressure. The wound was closed with three 
interrupted sutures of fine silk, passing through the entire thick¬ 
ness of the ventricular wall, and there still being a little oozing, 
a Halsted mattress suture was placed over them. The sutures 
were introduced with some difficulty owing to the propinquity of 
the coronary artery but, by grasping the heart fairly firmly in 
the left hand, its action was interrupted sufficiently to permit 
accurate insertion. The blood was then washed from the peri- 
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cardium and the opening in it sutured. The blood in the peri¬ 
cardium was clotted, but that in the pleura was fluid and amounted 
to about two pints. This was removed by sponging, and the flap 
was turned hack, the wound being closed without drainage, ex¬ 
cepting a piece of tape introduced into the stab wound, which 
communicated with the deep portion of the operation wound. 
The costal cartilages were sutured with chromicized catgut. 
There was no injury to the lung. 

The pulse was steady after the operation, averaging 108, 
and was of good force. The temperature was subnormal, g6°. 
This was followed by a reaction to 101°. The next day the 
temperature averaged 104°; the pulse varied front 112 to 136, 
the respirations from 28 to 64. Signs of consolidation of the 
lower lobes of both lungs appeared, the temperature during the 
following week ranging between 102° and 105°. The operation 
wound healed hy first intention, but the stab wound became gray¬ 
ish and sloughing. After the tenth day, the temperature ran 
lower, but was of the septic type, and pus discharged from the 
wound, the operation wound being partially opened to increase 
drainage. The heart’s action was extremely good during all this 
period. 

The pleural cavity, however, drained imperfectly through the 
anterior incision, and on the twenty-sixth day a portion of the 
ninth rib in the scapular line was removed, and a drainage tube 
inserted. This was followed by immediate improvement, and the 
lung gradually expanded, the sinuses finally closing. He was 
discharged on the fifty-ninth day in good general condition. 

At present, three months after the injury, he was in good 
condition, although lie felt the effect of the prolonged sepsis. 
The heart’s action was regular; there was a friction sound. The 
wounds were completely healed. 

REDUCTION OF FRACTURE-DISLOCATION OF SPINE 
AFTER LAMINECTOMY. 

Dr. Clarence A. McWilliams presented a man, 34 years 
old, who was admitted to the Presbyterian Hospital on September 
4, 1906, at 8 p.m. The history obtained was that at 1 o’clock 
that afternoon, while bending over and hammering some nails 
into a board, he was struck in the middle of the back by a heavy 
pile, which knocked him flat. He was unable to move afterwards, 
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on an air 


and was brought from the Port Chester Hospital 
mattress lying flat on his face. 

Examination showed an extensive swelling, the size of a 
large saucer, over the lower dorsal and lumbar region. It was 
evidently a haanatoma, but under this was felt an irregular mass 
between the spinous processes of the twelfth dorsal and first 
lumbar vertebrae. The projection of the twelfth dorsal process 
was much more marked than that of the first lumbar. Palpation 
of the involved area was very painful, as was also any motion 
of it. I here was a total loss of motion below the line of fracture. 
The soles of the feet were completely insensitive, and this ex¬ 
tended up to the middle of the calves. Both popliteal spaces 
were somewhat hypcrasthctic, and pain and temperature sense 
was entirely absent over the hack of both lower extremities. The 
plantar reflexes were absent. On the posterior thighs he could 
distinguish the prick of a pin from friction of the fingers, but he 
could not do so on the back of the calves. I11 the position occu¬ 
pied by the patient, no satisfactory examination of the anterior 
reflexes or sensations were possible. There was retention of 
urine, necessitating the use of catheter. No priapism. 

The case was regarded as one of incomplete crushing of the 
cord, well suited for surgical intervention, and the patient was 
operated on at 11 r.ar., ten hours after the receipt of the injury. 
A four-inch incision was made over the tenth, eleventh and twelfth 
dorsal and first lumbar vertebra, and a large amount of subcu¬ 
taneous effused blood escaped. The finger could now be passed 
directly down to the spinal cord, between the eleventh and twelfth 
dorsal vertebra as the interspinous ligament was torn. The 
muscles were cut away from the laminae, and the spinous processes 
and lamina* of the eleventh and twelfth dorsal and first lumbar 
were removed. Bleeding was easily controlled by packing. The 
articular process on the upper left side of the twelfth dorsal 
seemed to be empty and was directed inwards and upwards, 
while the lower articular surface of the eleventh dorsal was rest¬ 
ing just in front and above the articular surface on the upper side 
of the twelfth. On the opposite side of this there was a fracture 
which extended through the eleventh and possibly the twelfth 
transverse processes, internal to the articular surfaces. Several 
small fragments of bone were removed. The dura seemed unin¬ 
jured, but was arched over the projection caused by the body of 
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the twelfth dorsal vertebra. A hypodermic needle introduced 
through the dura brought clear fluid, without blood. Tbe dura 
was not opened. The dislocation was reduced by traction of an 
assistant on tbe patient’s left shoulder, and traction by a second 
assistant on the pelvis and thigh; at the same time the operator 
exerted pressure on the opposite right lumbar region, tbe object 
being to rotate tbe man’s trunk so as to separate the articular 
processes, if possible. This was finally accomplished by prying 
the edge of the eleventh articular process upward by means of 
a periosteal elevator. When this was done, the left shoulder 
was twisted posteriorly, and the edge of the articular process on 
the under surface of the eleventh rode over the upper edge of the 
articular process on the upper surface of the twelfth. Great 
force was necessary to accomplish the reduction. The muscles 
were then sutured, and a rubber drainage tube inserted. The 
operation, which lasted one hour, was well borne by the patient. 
Two long padded splints were placed along either side of the 
vertebral column, and bound down by adhesive plaster. Two 
muslin jackets were then placed around him. These pads were 
left undisturbed for six days, and during that period his tempera¬ 
ture never rose above ioo. On the sixth day a plaster jacket was 
substituted, and after this had hardened the patient was turned 
over on his back. His wound healed by primary union. Cathe¬ 
terization was necessary for nine days, the procedure each time 
being followed by a boric acid bladder irrigation, and urotropin 
was administered by mouth. At no time were there any evidences 
of cystitis. On the ninth day urination became involuntary; this 
was not the overflow of retention, for a catheter introduced on 
several occasions withdrew no residual urine. By the end of the 
second week lie became conscious of the desire to urinate, but he 
could not retain his water when the desire came. The same was 
true of defecation. Constipation was absolute for several months. 
A week after the operation he began to have lancinating pains 
down the legs, and on the thirteenth day he could barely twitch 
the three left outer toes, The sensations of touch and pain had 
extended downwards to include all the surfaces of both legs, ex¬ 
cepting the plantar surfaces, but was much less acute on the right 
than on the left side. On the nineteenth day he could move all 
the left toes and could flex the leg very slightly. The right toes 
could only be twitched slightly. On the thirty-fifth day he began 
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to contract the left quadriceps; the leg could be well flexed and 
the movements in the left toes were vigorous. The right lower 
extremity showed much return of power, but he could move all 
the toes slightly and there was an intimation of contraction of the 
right quadriceps. 

On October 30, 1906, fifty-two days after the injury, a neuro¬ 
logical examination was made by Dr. J. Ramsay Hunt. At this 
time slight flexion of the right toes and hip was possible, while 
on the left side the improvement was more marked. There were 
indistinct flexion and extension movements in the toes, ankles and 
knees. O11 both sides, knee and ankle jerks were present and 
exaggerated. On the right side there was ankle clonus; none 
on the left. Babinski on right; none on left. Tactile sense was 
impaired over both lower extremities. Pain sense was much 
impaired over both extremities; also the temperature sense. 

The patient continued to gradually improve, and sat up in a 
chair on November 17, 1906, seventy-four days after the opera¬ 
tion. On the ninety-fifth day he began using a walking machine, 
and on the one hundred and fourth day was able to get around on 
crutches. lie left the hospital on December 21st, one hundred 
and eight days after the operation. For three months longer 
he used two crutches, and then for two months he used one crutch, 
which he at that time discarded for a cane. Neurological exam¬ 
ination by Dr. J. Ramsay Hunt, on September 12, 1907, one year 
after the operation. Still has occasional shooting pains below 
the knees but gradually diminishing in intensity. Vesical func¬ 
tion shows a little retardation but no incontinence. Sexual de¬ 
sire impaired but erections occur. Station is good. Gait typi¬ 
cally spastic, the right leg showing a greater involvement than the 
left. Ankle clonus on both sides and bilateral Babinski. Ab¬ 
dominal reflexes present, left cremasteric present but right ab¬ 
sent. The superficial sensations of touch, pain and temperature 
are diminished below the knees. The deep sensibility of the toes 
is well preserved. Stands and walks perfectly well without 
assistance. 

Note, April 2, 1908, one year and seven months after the 
operation. The patient is able to rise from a chair and stand 
and walk without any assistance whatever. There is good move¬ 
ment and fair strength in both lower extremities but the gait is 
still typically spastic and shows a slight improvement over the 
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previous examination above. Tactile sensibility is still diminished 
below the knees in both extremities. He asserts that his erections 
are growing stronger and that he is able to have coitus about 
once a month. His back is perfectly mobile in all directions and 
appears to have lost no strength. The right leg is stronger than 
the left but somewhat more spastic. 

Dr. George Woolsey, who had seen the patient shown 
by Dr. McWilliams prior to and at the operation, said it was very 
evident at the time that any reduction of the dislocation would 
have been difficult, if not impossible, without the open method. 
Even by this method reduction was not easy to accomplish, and 
the case was an illustration of the fact that in similar cases of 
fracture-dislocation of the spine where radical interference is 
indicated, the open method is far easier and safer than any ex¬ 
ternal manipulations. Surgeons are not justified, of course, in 
operating on all cases, but when active treatment is indicated, 
operation is far better than manipulation. 

NEPHRECTOMY FOR TUBERCULOSIS OF THE KIDNEY 
AND URETER. 

Dr. George D. Stewart presented a man, 39 years old, who 
three years ago first noticed that his urine was yellow, and looked 
as though it contained pus. Urinated six to ten times daily. 
Each urination was accompanied and followed by more or less 
smarting. On physician’s advice took infusion Buchu; condi¬ 
tion improved. Two years ago on return of same symptoms, he 
consulted a physician who treated him for nine months. About 
this time he first noticed pain in his left side. It was dull, per¬ 
sistent in character, most severe in bad weather. Each attack 
lasted about a day; thought it was rheumatism. He was cysto- 
scoped and treated locally. However he became gradually worse. 
Began to lose weight. Had attacks of chills, fever, and sweats at 
intervals, four in the last six months. All of his other symptoms 
returned, except he states that the urine was clear, becoming, 
however, cloudy on standing. 

October 21, 1907. He went home and urinated before re¬ 
tiring. Ten minutes later, he states that he passed a quart of 
urine; one hour later another quart. At this time he noticed a 
lump in his left side, which was not painful, was movable and 
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about the size of an orange. He went to St. Vincent’s Dispensary 
the following clay and was referred to tile hospital. 

1 hysical examination shows mass in the left lumbar region 
extending beyond median line. Above it disappears beneath cos¬ 
tal margin, below extends into false pelvis, firm in consistency, 
not tender, movable with respiration, skin not involved fluctuation 
not elicited. Amount of urine in twenty-four hours was 60 
ounces. Color, amber. Reaction, acid. Specific gravity, 10-10. 
Albumen, moderate trace. No sugar. Microscopic, few red 
cells, few pus cells. 

Operation, October 26, 1907. Incision from angle between 
eicctor-spiiue muscles and last rib, forward towards crest of 
ileum, then directly forward to outer edge of rectus abdominis. 
Mass exposed found to be adherent to peritoneum and intestines, 
particularly the transverse mesocolon. Tumor dissected from 
diaphragm. The adhesions were difficult to tear, and in separat¬ 
ing them an abscess was opened and contents escaped into the 
open peritoneal cavity; not invading the latter to any extent, how¬ 
ever, as it had been rather carefully walled off with pads. The 
pedicle was tied and cut and the ureter, which was manifestly 
involved in the tubercular process and about the size of a finger, 
was cut beyond the pelvic brim. Because of the size of the large 
mass, considerable quantity of gauze packing was placed in the 
wound. Skin was sutured and entirely closed except at posterior 
angle. 

Pathological Report of Dr. Harlow Brooks. Microscopic 
examination of the greatly hypertrophied kidney removed shows 
practically the entire non-necrosed area to be made of a diffuse 
type of granulation tissue of low vitality, showing frequent areas 
of necrosis. Numerous tubercles arc found scattered from place 
to place, but they are apparently of recent origin and seemingly 
younger than the accompanying simple inflammatory lesions. 
From this fact, one might surmise that the tubercular process 
was secondary. 

Subsequent History.— Patient out of bed on twenty-first day; 
gained thirty pounds in two months; since operation has had no 
symptoms referable to kidneys, except that on two occasions he 
has had to rise during night to urinate. Examination of urine 
shows it to be normal with no evidence of tubercular bacilli. 
Recently the patient has had several small carbuncles on his back, 
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but they have not interfered with his general health or gradual 
increase in weight. 

Patient is presented to show the good results of a not too 
radical operation for kidney tuberculosis. In this instance a cer¬ 
tain amount of the ureter involved in the tubercular process was 
left behind, and yet the patient shows neither local nor constitu¬ 
tional symptoms. It would appear that the tendency in recent 
years not only in genito-urinary tuberculosis, but also in the sur¬ 
gery of tubercular glands, joints, etc., has been towards conser¬ 
vatism and the outcome in this case adds, it seems, its quota of 
evidence in favor of such a course. 

BENIGN STRICTURE OF THE CESOPHAGUS; GASTROSTOMY; 

DILATATION BY THE STRING METHOD. 

Dr. George D. Stewart presented a man, 40 years old, 
who was admitted to Bellevue Hospital on February 20, 1907. 
His family and past history was negative. 

About four months ago patient mistook a glass of washing 
soda for water, and drank some. Thinks he spat it all out at 
once, but not sure. Washed out mouth at once and drank water. 
For few hours after he had burning sensation at the level of the 
lower part of larynx. Ever since he has had pain in this region 
when he swallows also has had pain in epigastrium immediately 
after eating, and relief only after vomiting. Three weeks after 
taking the soda he began to vomit after eating. At first this 
was intermittent but increased in frequency. Sometimes the 
vomiting ceased for three or four days at a time. The vomitus 
was never large in amount, one to two cupsful at most; never 
sour; returned milk never clotted. No blood. Has lost 40 or 
50 pounds. 

February 27, 1907. On account of bis extreme weakness 
a gastrostomy was performed according to the method of Senn. 

Following his operation he gained 45 pounds in about six 
months. The gastrostomy was most efficient. Discharged Sep¬ 
tember, 1907. 

February 18, 1908. Patient was re-admitted to ward for the 
purpose of having his stricture treated. He had continued to 
gain in weight and was properly nourished. He also reported 
as being able to swallow a little water. An attempt was therefore 
made to get a string into his stomach by having the patient 
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swallow it, which was successful. The string after entering the 
stomach was washed out through the gastrostomy wound. With 
this fine string a larger silk one was drawn through the oesopha¬ 
gus. Then a bougie, about No. 28 French, was easily drawn 
through. Following this he was able to swallow, and since that 
time the bougies are being increased in size. The patient is now 
able to swallow perfectly, and has discontinued using his gas¬ 
trostomy opening. 

Dr. Blake said that in cases where the string could be intro¬ 
duced into the stomach by swallowing, it could readily be recov¬ 
ered through the gastrostomy wound by first throwing some water 
into the stomach and then sucking it out through a tube or cathe¬ 
ter. If the string could be swallowed without difficulty, it was 
scarcely necessary to keep it permanently in siltt. 

Dr. F. Kammerer said that by simply inserting a drainage 
tube through the gastrostomy wound of the patient in the erect 
position and instructing him to swallow water, the end of the 
string would come out through the tube. The speaker said that 
in tubular strictures, especially those of the cicatricial variety 
located near the lower end of the (esophagus, he had found that 
while dilatation with bougies was very simple to a certain degree, 
it was often impossible to dilate any farther, to a degree permit¬ 
ting easy deglutition. The stricture was very apt to become irri¬ 
tated and to re-contract. He had in mind one case where after 
cutting by the string method he had introduced bougies for eigh¬ 
teen months without accomplishing much more later on than 
had been accomplished almost immediately after the cutting 
operation. 

Dr. Charles N. Dowd said that he had obtained excellent 
results by following the suggestion of von Hacker in stretching 
out a piece of rubber tubing and drawing it into the stricture: 
the steady pressure of the rubber quickly dilated a soft stricture 
to the stage where ordinary bougies could be used through the 
mouth. 

Dr, Kammerer said that he had tried the permanent rubber 
tube in the case he had just referred to, but it was not borne well 
by the patient, and apparently gave rise to irritation and fever. 
The ease or difficulty of dilating these strictures depended very 
much on the nature and size of the constriction. 



